(−0.025L AE 0.067L VS−.137L AE−.086L, P < 0.01). There was no significant difference between the two spirometers for the accuracy of FEV1 and PEF, and the repeatability of FVC, FEV1 and PEF.
repeatability of PEF should be AE 10% or AE 0.400L, AE 5% or AE 0.200L, respectively. This study indicated that the repeatability of the three parameters and the accuracy of FEV1 and PEF for the two spirometers was acceptable. However, the accuracy of FVC for Cosmed spirometer was not achieve performance requirement. Cosmed spirometer is a kind of turbine flowmeter, while Jaeger is differential pressure flowmeter. The Cosmed spirometer in the study has been used in pulmonary function laboratory for eight years, while the Jaeger spiromter was a newly one. We considered that the turbine did not detect the flow signal when the simulator blowing at low flow, so that the measurement of FVC might be lower than actual level. In conclusion, validation of accuracy is important and necessary for the quality control of spirometer. important for better understanding of the pathogenesis of airway disease such as COPD and asthma. This study examines whether a recently introduced ultra-high resolution computed tomography (CT) scan allows for more accurate quantitative measurements of airway dimensions than the conventional CT scan.
Methods: Measurement errors of wall thickness and lumen areas of phantom tubes were compared between the conventional (512×512 matrix, 0.5 mm slice thickness) and ultra-high resolution (1024×1024 and 2048×2048 matrixes, 0.25 mm slice thickness) scans. In addition, the airway dimensions were measured in 11 subjects with COPD and 3 control subjects using the 1024×1024 and 512×512 scans reconstructed by a forward-projected model-based iterative reconstruction solution (FIRST) algorithm.
Results: In a phantom study using a tube 2 mm diameter and 0.5 mm wall thickness, the measurement errors for the lumen area were substantially smaller in the ultra-high resolution scans than the conventional 512×512 scan. Further analysis using 6 phantom tubes at 3 mm diameter with different wall thickness (0.5, 0.6, 0.7, 0.8, 0.9, and 1.0 mm) showed that the ultra-high resolution scans resolved ≥0.6 mm wall thicknesses of the tube with < 11% error, whereas the conventional scans over-estimated the wall thickness of these tubes. In human study, the measured wall thickness was consistently higher in the 512×512 scans than the 1024×1024 scans for all examined airways including segmental Qilu hospital of Shandong University, China Background and Aims: The main pathological changes of asthma are the lesions of airway, Nevertheless, there are both airway lesions and emphysema in COPD.Because of emphysema, patients with COPD have decreased elastic recoil force of lung tissue and loss of small airway traction, compared with asthma patients.Therefore, the small airway closes prematurely during the exhalation period, resulting in more significant increase in airway resistance on exhalation than on inhalation.We intends to preliminarily explore the value of respiratory biphasic pulse oscillation index in differential diagnosis of COPD and asthma and the diagnosis of emphysema.
Methods: Inspiratory-expiratory impulse oscillometry was assessed in 37 patients with asthma , 19 with COPD and 23 normal subjects.
Results: 1.Z5, R5, X5 and R20 in the asthma group and COPD were significantly higher than those in the normal group.2. Z5, X5, R5 were not significantly different in patients with asthma or COPD. Nevertheless, The difference of R5 in exhalation and inhalation phase in patients with COPD (1.6 AE 2.1 vs 0.8 AE 0.96, P < 0.05) and the ratio (1.33 AE 0.42 vs 1.11 AE 0.14, P < 0.05) was significantly higher than in asthma.Similarly, The difference of R5-R20 in exhalation and inhalation phase in patients with COPD (2.57 AE 2.93 vs 1.26 AE 0.35, P < 0.05) and the ratio (1.67 AE 2.0 vs 0.78 AE 1.0, P < 0.05) was significantly higher than in asthma.3. A total of 43 patients with copd or asthma had received chest CT examination.The difference of X5 in exhalation and inhalation phase in patients with high EI was significantly greater than that low EI (-2.9 AE 3.3 vs−.3 AE 1.8, P < 0.05). 
Conclusion

